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1. CDentist's pre-reatment estimate Spedialty (soe backside) 3. Camiar Namn
OlDohtist's statament of actual services
2. OMedicald Claim * Prior Authorization # 4, Camier Address
OePsDT
5. City 6.Sate | 7.Zp
8. Patient Name (Last, First, Middie) 9. Address 10. City 11, 84
£ |12 Cate of Birth (MMDOYYYY 13, Patient ID # 14, Sex 15. Phone Number 16. Zip Code
N (
E [} / Om OF
& ™17, Rolationship to Subscriber/EmpIOyee: 18. Employer/School
O seif O Spouse CIChikd O Other. Name, Address,
19. Subs./Emp. IDWSSN# 20. Employer Name 21. Growp # 31. Is Patient covered by ancther plan 32 Policy #
@ CINo (Skip 32-37) OYes: ODental or J Medical
22. Subscriber/Employoe Name (Last, First, Middle) g 33. Other Subscriber's Name
3
w | 23. Address 24. Phone Number : 34, Date of Birth (MMDDIYYYY) 35, Sex 36, PlarvProgram Name
: € ) 5 ! J OMOF
a {5 Cy 26, State 27. Zip Code O | 37. Employer/School
§ Name, Address
o
W 28, Date of Birth (MMDO/YYYY) 29. Marital Status 30. Sex 38, Subscriber/Employes Status
g [} / OMarried OSingle CJOther Om OF OEmployed CJPart-time Status [JFull-time Student [JPart.time Studant
3 39. | have been informed of the treatment plan and associated fees. | agres to be responsibile for all 40. Employer/School
a charges for dental services and materials not paid by my dental benefit plan, uniess the traating Name. Address
dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of such
charges. To the extent parmitted under applicable law, | authorize release of any information reladng 41. 1 hereby authorize payment of the dental benefits ctherwise payable ta me directly to &
to this claim. below named dental entity.
X X
Signed (Patient/Guardian) Date (MWDO/YYYY) Signed (Employae/subscriber) Dats (MWDO/YYYY)
42. Name of Billing Dentist or Dental Entity 43. Phone Number 44, Provider ID # 48, Dontiat Soc. Sec. or T.IN.
( )
s
. | 46.Address 47. Dentist License # 48. First vistt date of cument 49. Placs of treatment
:‘é series: COMca OHosp. CIECF O0ther
& [ so.cy 51, State 52. Zip Code 53. Rndiog:phuormoddsmdoud?_ 54, Is treatment for orthadontics? O Yes CINo
§ OYes,Howmany?______ONo M sarvice alrsady commencad:
5 85, |f prosthesis (crown, bridge, dentures), is this If no, reason for replacament: Date of prior placament: Date applances placed Toral mos. of treatry
@ | initial placement? CJYes CINo remaining _
§6. |3 traatment result of occupational iliness or injury? L1No ] Yes 57. Is treatment result of. [l auto accident? Clother accident? D neither
Brief dascription and dates, Brief description and dates,
56. Diagnosis Code Index (optional)
1 2 3. 4. S. 8. 7. a.
§9. Examination and treatment plans - List testh in order
Date MMDOVYYY) |  Tooth Surface Disgnosis Index# | ProcadueCode | Qty 4 Description Foe Admin. Use O
-;@ . 2 e o Srmgeicr,
,&_ K ] Y., .
4 ; - - W
60. Identify ah missing teeth with *XC
P ) Primary Total Fes
1 2 3 4 5 8 7 @ 9 10 11 12 13 14 15 18 ABCDE FGHIJ Payment by other plan
32 31 30 29 28 21 268 25 2423 2 21 20 19 18 17 TSRQP ONMLK Max, Alowsbie
61. Rem
arks for unusual services Deductible
Carrier %
Carrier pays
Patient pays
62. | heraby certily that the procedures aa indicated by date are in progress (for procedures that require mu visits) or 83, Address whare treatment
havobeenmplobdu\dmatm.lem:uunnbdmmmdhulm(dwwwiummmm ) a3 perdomed
procsdures, ,
< 64. City 85.State 68. Zip (
Sﬁnod (Ti mu‘zs Omustz Licanse # Date (MWDONYYY)




